Solitary plasmacytoma is a rare condition affecting the jaws which manifests itself as a single osteolytic lesion without plasmocytosis of bone marrow and constitutes approximately 3% of all plasma containing tumors. It is different from multiple myeloma in terms of its clinical behaviour and prognosis. The most common clinical presentation is local bone pain and lesion on alveolar ridge and affects mandible frequently than maxilla. We report a rare case of solitary plasmacytoma of mandible, diagnosed on the basis of distinct radiological and histopathological findings, that has been treated by subtotal hemimandibulectomy. The review of literature concerning clinical, histological and radiological features, as well as the proper management concerning this tumour is included.
Introduction
Solitary bone plasmacytoma is an immunoproliferative monoclonal disease, accounting for 3% of plasma cell neoplasms. [1] Plasmacytoma can present clinically as multiple myeloma, solitary bone neoplasm and extraosseous plasmacytoma. Localized plasmacytoma are less common than multiple myeloma and can occur as an extra osseous form and solitary bone neoplasm. [1, 2, 3] Solitary plasmacytoma may be an isolated disease or the first manifestation of a subsequent multiple myeloma. The isolated form of plasmacytoma seems to have a better prognosis, while in cases of subsequent multiple myeloma the prognosis may be different. [4] Jaw is an infrequent localization of solitary plasmacytoma of head and neck, and its symptoms may be underestimated because they may be considered nonspecific. [4, 5] We report a rare case of solitary plasmacytoma extending into the mandibular angle and ramus region diagnosed on the basis of histopathology and was treated by hemimandibulectomy followed by reconstruction of the defect with bone plating.
Case report
A 38 year old female patient reported with a complaint of swelling in the left jaw region since one year. The swelling developed a year ago and was static in size but a sudden increase in the size of swelling was noticed since last two months. She also noted that her chin had deviated to the left side. (Fig. 1 ) The patient's medical history was noncontributory and physical examination revealed no other abnormality. Haematological investigation revealed markedly increased leukocytic count and subnormal haemoglobin levels. The serum calcium levels were slightly deranged but alkaline phosphatase levels were within normal limits. The patient was tested for Hepatitis B and HIV I and II which were negative. Biopsy was done and histopathological section showed dense cellular infiltrate, with sheets of malignant plasma cells, which are seen as diffuse, monotonous and variably differentiated. (Fig. 3 
Discussion
Plasma cell tumors are B-cell lymphoid neoplasms classified as multiple myeloma, solitary bone plasmocytoma and extramedullary plasmocytoma. [3, 6, 7, 8] The most common sites of isolated plasmacytoma are long bones and vertebrae. It rarely involves jaws and when it is seen, only 4.4% of this occur in the mandible, most commonly in the bone marrow-rich areas of the body, angle and ramus of mandible. [5] Plasma cell neoplasms affect elderly people aged 50-80 years. Clinical signs and symptoms may be really poor; therefore it may be very difficult to perform an early diagnosis of solitary plasmacytoma of jaw. Specific symptoms to suspect a diagnosis of solitary plasmacytoma localized in a unique bone segment are: pain, impairment of bone function and movements, presence of bone swelling with or without local erosion, involvement of local mucosa or tissues. [4, 8] In our case bony hard swelling without any associated signs of jaw pain and dysesthesia was noted.
Plasma cells produce osteoclastactivating factors, which stimulate the growth of osteoclasts and therefore bone resorption. Plasmacytomas usually appear on radiographic images as multilocular radiolucenies without any reactive bone formation. [5, 9] In our patient, expansile unilocular, infiltrative, ovoid radiolucency involving entire left mandibular ramus with expansion of buccal cortex was present. Histopathologically it presents as numerous plasma cells with abundant cytoplasm and eccentrically located nuclei. [1, 7] In present case, dense cellular infiltrate with typical plasmacytoid features was seen.
Laboratory signs of solitary plasmacytoma are usually related to the immunoglobulin production, if secretory component is present (i.e. monoclonal gammopathy in serum electrophoresis, light chains production detectable in serum and/or urine, cryoglobulinaemia), blood calcium alterations, kidney dysfunction and serum β-2-microglobulin levels. [4, 10] Diagnostic criteria of solitary plasmacytoma is presence of an isolated area of bone destruction due to clonal plasma cells, bone marrow plasma cell infiltration not exceeding 5% of all nucleated cells, absence of further osteolytic bone lesions or other tissue involvement, absence of anaemia, hypercalcemia, or renal impairment attributable to myeloma, low concentrations of serum or urine monoclonal protein . [4] Modalities of treatment are radiation, chemotherapy, surgery, while combined radiation and surgical approach gave good outcomes with a low rate of local recurrence. The course of solitary bone plasmacytoma is relatively benign, early 80% of patients do not show recurrence after five years while 20% may progress to multiple myeloma. [1, 4, 5] Solitary bone plasmacytoma manifests itself as a single osteolytic lesion with better prognosis than multiple myeloma. Its clinical and radiographic findings may not be pathognomonic but always be considered in differential diagnosis of oral and maxillofacial lesions. Knowledge of the maxillofacial manifestations of solitary bone plasmacytoma on the part of the dental surgeon is important for early diagnosis of the disease so that optimal treatment can be rendered.
